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Esophageal injury secondary to cervical stab
wounds is rare, and most of these esophageal in-
juries are in the cervical area. Esophageal perfora-
tion can be easily missed if tracheal lesion is found
in patients with penetrating neck trauma.1 Both
bronchoscopy and esophagoscopy are manda-
tory in patients with subcutaneous emphysema.
Late diagnosis of esophageal injury is often life-
threatening. Esophagoscopy is safe and has a high
sensitivity and specificity in acute penetrating
trauma victims.2,3 We present the case of a patient
with stab wounds to the neck with combined
cervical tracheal and late-diagnosed thoracic-inlet
esophageal injury, which manifested unusually
without obvious deep neck infection, and with a
spontaneously shrunken retroesophageal pocket.
In this patient, the small esophageal perforation
was missed by repeat esophagoscopy and was
shown by contrast esophagography.
Case Report
A 30-year-old man with schizophrenia attempted
suicide by jumping from the 4th floor of a building.
The emergency physician noted that the patient
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Cervical stab wounds with a thoracic-inlet esophageal injury are extremely rare. A 30-year-old man pre-
sented with dysphagia and stridor. He had attempted suicide by stabbing his neck with a screwdriver fol-
lowed by jumping from a building 10 days previously, when a cervical tracheal injury was found and
surgically repaired. Physical examination was unremarkable. Lateral cervical radiography revealed an
air–fluid level within an extensive retropharyngeal pocket. Follow-up radiography showed that the
retropharyngeal lesion had shrunk spontaneously. Contrast esophagography demonstrated an extravasa-
tion at the thoracic inlet. The patient underwent surgical exploration of the esophagus via a lower neck in-
cision. A thoracic-inlet esophageal slit was found and primary repair was performed. He resumed oral
intake uneventfully on the 8th postoperative day. This was a rare case of esophageal injury secondary to
cervical stabbing wounds, presenting with delayed occurrence and spontaneously shrunken retro-
esophageal pocket. Esophageal perforation can be easily missed if tracheal lesion is found. Both bron-
choscopy and esophagoscopy are mandatory. In patients highly suspected to have esophageal injury but
with a negative esophagoscopy result, contrast esophagography is indicated and can decrease the inci-
dence of false-negative results. [J Formos Med Assoc 2008;107(9):741–744]
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was clear with stable vital signs. Multiple lacera-
tions over the scalp, face, and zone II of the anterior
neck were observed. Air bubbles leaking from one
of the neck wounds with subcutaneous crepitus
in the anterior neck were also noted. A cervical tra-
cheal laceration was proven with bronchoscopic
examination. Primary suture repair was performed.
The postoperative course was uneventful and he
was discharged home on the 5th postoperative day.
Ten days after discharge, he presented to the emer-
gency department again with severe dysphagia and
stridor. He had a mild fever and tachycardia. He
denied foreign body or corrosive agent swallow-
ing. Physical examination showed no specific find-
ings. Leukocytosis was found in laboratory tests.
Lateral cervical radiography revealed an air–fluid
level within an extensive retropharyngeal pocket
(Figure 1).
Computed tomography of the neck and chest
demonstrated ill-defined material and air in the
retropharyngeal region with extension to the me-
diastinum (Figure 2). Repeat esophagoscopic ex-
aminations showed intact mucosa without organic
lesion. Follow-up neck radiography 6 days later
demonstrated that the retropharyngeal pocket
had decreased in size (Figure 3). Esophagography
with barium-swallowing revealed extravasation
at the T4 level of the thoracic esophagus (Figure 4).
Exploratory cervical incision revealed one large
retroesophageal pocket, containing secretions.
Following the pocket downwards, a longitudinal
esophageal slit, 0.5 cm in length, was found below
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Figure 1. Initial lateral cervical radiography reveals an
air–fluid level (arrow) within an extensive retropharyngeal
pocket on the 15th day after injury.
Figure 3. Follow-up neck radiography on the 21st day after
injury shows that the retropharyngeal pocket has de-
creased in size (large arrow); a nasogastric tube (small
arrow) is in the esophagus.
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Figure 2. Computed tomography of the neck and chest
shows ill-defined material and air in the retropharyngeal
region with extension to the mediastinum.
the suprasternal notch. We debrided the retropha-
ryngeal pocket. The esophageal perforation was re-
paired with direct suture with fat flap coverage,
and drainage tubes were placed. On review of his
history, it was found that he had stabbed his neck
with a screwdriver prior to jumping from the build-
ing in his attempt to commit suicide. The patient
recovered uneventfully. Follow-up esophageal
contrast study demonstrated no contrast extrava-
sation, and oral diet was resumed without seque-
lae from the trachea or the esophagus.
Discussion
Injury to the esophagus is rare in penetrating neck
wounds because of the deep location of the esoph-
agus. Most assailants are right-handed and attack
from the front, and the direction of stabbing is usu-
ally from above, to the left of the victim’s neck, the
knife passing downwards and medially.3 A simi-
lar mechanism of injury is possible for our right-
handed patient committing suicide by stabbing
his neck with a screwdriver. That may explain the
thoracic-inlet esophageal injury below the supra-
sternal notch in our patient with neck stab wounds.
The missed history of screwdriver-stabbing mis-
led us to think that the schizophrenic patient had
a blunt trauma. Esophageal perforation in blunt
trauma rarely occurs, with an incidence of only
0.1%.4 In addition, the clinical manifestation of
this patient during his first admission could be
explained by his tracheal injury. Esophageal per-
foration usually causes cervical tenderness, dys-
phagia, hematemesis and cervical crepitus. Chest
radiography with a lateral view of the neck may
detect retropharyngeal air, tracheal deviation, sub-
cutaneous emphysema, and pneumomediastinum.
However, these findings can be caused by injury
to the trachea, the most common associated 
injury.5,6 While tracheal injury was recognized in
our patient, esophageal injury was missed. Hence,
both bronchoscopy and esophagoscopy, and/or
contrast esophagography are mandatory when a
patient with neck penetrating wound has subcu-
taneous emphysema and pneumomediastinum.
Late diagnosis of esophageal injury can lead to a
stormy course with septic shock. Deep neck in-
fection and descending mediastinitis are the most
frequent complications of esophageal perforation.
In our patient, however, hemodynamic status at
the time of the second admission was stable except
for mild fever and tachycardia, without inotropic
agent or ventilator support.
Contrast esophagography or esophagoscopy
is the diagnostic tool for esophageal perforation.
They complement each other and can reduce the
incidence of false-negative results. In patients
with tracheal intubation or who cannot follow
instructions, contrast esophagography is unsuit-
able. A retrospective study of 23 cervical esophageal
injuries showed that contrast esophagography
had a sensitivity of only 62%, compared to 100%
for rigid esophagoscopy.2 Another retrospective
review of 55 patients concluded that emergent
flexible esophagoscopy was a safe and useful diag-
nostic tool in the early evaluation of penetrating
injuries with a sensitivity of 100% and a nega-
tive predictive value of 100%.3 However, repeat
esophagoscopic examinations in our patient
missed the small thoracic-inlet esophageal slit.
Instead, contrast esophagography demonstrated
an extravasation in the esophagus. To our knowl-
edge, there is no previous data on the relationship
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Figure 4. Esophagography shows barium extravasation
(arrow) in the upper esophagus at the T4 level.
between the size of esophageal injury and the sen-
sitivity of esophagoscopy. In small esophageal
injuries, esophagoscopy may miss the lesion. In
patients highly suspected to have esophageal in-
jury but with a negative esophagoscopy result, con-
trast esophagography is indicated if the patient is
clinically stable and cooperative. Furthermore, a
high index of suspicion is key in the diagnosis of
esophageal injury.
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